Lane Fox Respiratory Unit Weaning and Home Mechanical Ventilation Referral Form
Please complete the form in CAPITALS and e-mail to gstt.lfureferrals@nhs.net
This is supplemental information that is required and is additional to the standard referral letter.
Please ensure all patients are aware that for the initial assessment they require a face to face review in clinic.
Patients with evidence of an acute respiratory problem should access care via the local urgent care services for treatment prior to referral to a home ventilation service.
	Prior to completing this referral, we would like to ensure the patient has discussed the following: 
	Agreement to trial NIV if required   Yes             

Gastrostomy insertion          Yes         Outcome:
	
Escalation of care   Yes                  Outcome:



	Name of Patient:

	NHS Number:


	DOB/Age/Gender:

	Date of Referral:
	Name of referring site:
	Name and contact details of MND practitioner:


	Name and role of individual completing form:
	Name of referring consultant:



	Primary medical diagnosis

	MOTOR NEURONE DISEASE (please include type and time of onset):

	PMH
	1.

	
	2.

	
	3.



	Weight:
	BMI:
	Premorbid weight: 

	Current functional status:
	UL function (considerations for self-care with NIV and PEG):


	Social needs/carer provision:

	Cognitive Function:



	
	Criteria

	Referral Type:
	Critical 
Within 2-4 weeks
	· Evidence of hypercapnia (PaCO2 >6kPa) on arterial or capillary blood gas NOTE: if pH <7.35 or PaCO2>7kPa should be referred via acute services to local hospital for urgent respiratory assessment and consideration of set up of non-invasive ventilation. Lane fox to be contacted for further advice via the on call consultant.
· 

	
	Urgent 
Within 4 weeks
	· Evidence of sleep disordered breathing (abnormal respiratory sleep study)
· Daytime hypoxia (SpO2 <94%) NOTE: moderate or severe hypoxia should be referred via acute services
· FVC <50% and symptoms e.g. orthopnea

	
	Routine 
Within 12 weeks
	· For routine respiratory monitoring
· Excludes criteria highlighted above


	Symptoms:
Please tick all that are appropriate
	Breathlessness
Poor swallow
[bookmark: _GoBack]Orthopnoea
Recurrent chest infections
Disturbed sleep
Significant daytime fatigue
Morning headaches

	Signs:
Please tick all that are appropriate
	Elevated respiratory rate 
Weak cough
Abdominal inspiratory paradox
Use of accessory muscles of respiration
Reduced chest expansion 
Dribbling
Low volume Voice

	Respiratory Function:
	Lung function results:


	
	Arterial/venous/capillary blood gas results:


	
	Oxygen saturations:

	
	SNIP:

	
	PCF:

	Palliative care team:
	Email / contact details:
Referral made: Yes □ / No □ 
Issues addressed:


	Community Dietitian:
	Email / contact details:
Referral made: Yes □ / No □ 
Issues addressed:


	Community SLT:
	Email / contact details:
Referral made for dysphagia: Yes □ / No □ 
Referral made for communication: Yes □ / No □ 
Issues addressed:


	Any other issues: 
	







